Clinically the reconstructions continue to function satisfactorily afterfollow-up periods of up to i8 months, without identifiable evidence of valve dysfunction or pulmonary embolism.
The use of valved conduits to bridge discontinuities between the right ventricle (RV) and pulmonary arteries (Arai et al., I965; Rastelli et al., I965) has made possible surgical repair of various complex cardiac malformations, including pulmonary atresia, transposition of the great arteries with ventricular septal defect and subpulmonary stenosis, and truncus arteriosus. Allografts of the ascending aorta, incorporating the aortic valve and the anterior leaflet of the mitral valve, have most commonly been used as conduits, though imperfections of these grafts have led to the use of composite grafts of synthetic material incorporating a variety of valve mechanisms (Kouchoukos et al., I971;  Miki, Tatemichi, and Noguchi, I97I).
In I97I we began using the Bjork-Shiley tilting disc aortic valve prosthesis 1 incorporated in 'dacron'2 vascular grafts3 to establish right ventricle to pulmonary artery continuity in such patients, a method also used by Cooley and his associates (in discussion of Fernandez et al., 1972 
Clinical material
Between I3 March I97I and I9 April I973, 9 patients underwent corrective surgery using valved conduits (see Table) .
Three infants, aged I2 days to 3 months, underwent primary correction of truncus arteriosus and 2 other patients, aged 4 and 5 years, underwent repair of truncus arteriosus after preliminary pulmonary artery banding. Three children, aged 2 to 12 years had repair of pulmonary atresia with ventricular septal defect and preliminary systemic to pulmonary artery shunts. One boy, aged 4 years, underwent repair of transposition of the great arteries with ventricular septal defect and subpulmonary stenosis.
Technique
Operation was performed using hypothermia induced by core cooling with a pump oxygenator and complete circulatory arrest, according to principles previously described (Cartmill, Overton, and Celermajer, I973b; Cartmill et al., 1973a Straight conduits were cut to length and anastomosed to the main pulmonary artery distally when it was present, or to the confluence of the right and left pulmonary arteries, with the grafts spiralling either to right or left of the ascending aorta.
In 2 patients the legs of the bifurcated grafts had to be anastomosed separately to each pulmonary artery, leaving the crotch of the graft astride the truncus or ascending aorta.
The proximal end of the graft was then cut obliquely to a length allowing the conduit to assume an easy curve after being sutured to the right ventricle and locating 'Cooley Graft. Meadox Chemical, Oakland, N.J., U.S.A. the prosthetic valve ring so that its rigidity would prevent compression or distortion of the conduit after sternal closure.
Anticoagulants were not used after repair with this valved conduit.
Results

Mortality
Two of the three infants aged 3 months or less did not survive operation. The youngest was moribund, anuric, and acidotic before cardiac catheterization; the other suffered ventricular fibrillation before thoracotomy, and effective cardiac action could not be re-established either before cannulation or after completion of the repair. The remaining 7 patients have survived operation and remain well i to i8 months after operation (see Table) . 
Morbidity
